She remained in hospital seven months, and during the early part of the time, the temperature, which was usually between 970 and 990 F., used to shoot up precipitately to 1030 and 1040. The tonsils were removed with difficulty and the child was treated with a polyvalent anti-rheumatic vaccine and intramuscular peptone injections.
She was discharged immensely improved and remained so for some considerable time.
She was readmitted in September, 1929 , having relapsed during the preceding three months. Her joint condition had maintained its improvement, free movement being obtained in the joints of the legs, but there was still some limitation of movement of the wrists and elbows.
On her first admission a white-cell count of 15,600 was noted, but on September 10 the white-cell count was 32,499. The temperature still showed periods of apyrexia, broken by sudden rises to 104°and 1050 F., and the white-cell count varied between 56,400 and 7,4C0. A daily chart was kept of the white-cell count and of the temperature, but it was found that the increase of the former had no relation to the increase of the latter. Blood-culture proved sterile; examination of faces and urine showed no abnormality, and full investigation of the tonsil-beds and of the accessory nasal sinuses showed no evidence of focal infection. The patient was treated by protein shock, Dmelcos being the agent used, and she was discharged in January, 1930, considerably improved, the temperature for two weeks not having been above 99. 40 F. (see chart). A later account shows that she has again relapsed. The spleen has not been palpable at any time.
Dmelcos is a substance used for the production of protein shock. I first saw it used at the Norfolk Mental Hospital as a substitute for malaria inoculation in the treatment of general paralysis of the insane. It is a dead culture of a streptococcus obtained from a soft chancre. Given intravenously in graded doses, it causes a rise of temperature and generally a rigor, but the reaction is limited to 24 hours and the temperature remains normal afterwards.
DiscU88ion.-Dr. F. J. POYNTON said that there was considerable difficulty in treating these cases. As an example, a child aged two and a half years was brought to hospital because of what were thought to be rheumatic pains in the knees. As the tonsils were enlarged they were expertly nucleated. A few weeks later multiple arthritis developed, followed by pericarditis, without a valvular lesion. The case was now under his (Dr.
Poynton's) care. There were attacks of continued fever and the repeated occurrence of a rash: this was called an "allergic phenomenon." Then the glands and spleen became enlarged: the swelling disappeared and then recurred. There was now a rapid heart, without a murmur, and the child was drifting into rheumatoid arthritis. He thought that cases of Still's disease, especially those on the border line, would teach more about rheumatism than would any other kind of case. Did the child in the present case live in a damp place ?
Dr. STARLING (in reply) said that he had not seen the patient's residence, but her condition relapsed whenever she returned home.
Bilateral Brachial Plexus (Lower Cord) Lesion due to Cervical Ribs. B. MORGAN, M.D.
Boy, aged 11 years. Weakness of both hands for three years. Both hands and the lower third of the forearms are blue and cold. The small muscles of both hands are wasted and claw hand is present in both, but much more marked in the left than the right. Abduction of the fingers is impossible in the left hand, but can be carried out in the right. No sensory disturbances, tactile, painful or thermic.
Skiagrams show a definite rudimentary cervical rib on the right side, and an enlarged transverse process of the seventh cervical vertebra on the left.
Neither the rib nor the elongated transverse process can be palpated. There is a subluxation of the left sterno-clavicular joint.
I think it is unusual for bilateral symptoms to be caused by cervical ribs. The worse hand is on the side opposite to that on which the rudimentary rib is situated, i.e., on the same side as the enlarged transverse process, which favours the point of view that it is not the pressure of the rib which causes the symptoms, but rather the fibrous band which occasionally runs from the rudimentary rib or the enlarged transverse process, or even a normal transverse process, down to the first thoracic rib. I think this case should be dealt with surgically. I have had the boy under observation for eight months, but I have not yet consulted a surgeon because I wanted to know what those at this meeting would think of the case. I should like to know whether the symptoms are due to the abnormalities in the transverse processes, and whether surgery is indicated.
Di8cu8sion.-The PRESIDENT asked whether Dr. Morgan knew of any other case in which cervical ribs had caused symptoms in childhood; he did not think there could have been many such cases. He had seen a great many cases of cervical ribs and congenital scoliosis in children, but in only one had symptoms apparently resulted. That was in a girl, aged 10 years, whose mother had had a cervical rib operated upon because of wasting of the thenar eminence. That girl had signs on both sides and enlarged seventh-cervical processes, though not so marked as in the present case. On exploring one side he had not found anything worth recording and the procedure did no good. The general experience was that the wasting was more difficult to cure than the pain and other symptoms. In that case there was no band; the band in these cases was, he thought, the margin of the scalenus medius passing on fromn the cervical rib to the first rib. In the case to which he had referred the final diagnosis was progressive muscular atrophy. There seemed to be nothing in this present case to support that diagnosis.
Dr. WILKIE SCOTT said that he had under his care a younger boy who had come with similar symptoms, and there was wasting of both the thenar and the hypothenar eminences on one side. Skiagrams showed a double cervical rib.
Mr. ERIc LLOYD said that at Great Ormond Street Children's Hospital he had a similar case in a boy, and it was the only case he remembered in which symptoms seemed to be due to a cervical rib. Subsequently, Dr. Poynton had diagnosed syringomyelia. The President's scepticism was thoroughly justified and operation in children must be very rarely called for.
Dr. F. J. POYNTON agreed as to the rarity of such symptoms in a child being caused by cervical ribs. In a long experience with children he had not met with such a case, though that did not mean that such cases did not exist. In the absence of pain, he would conclude that operation was not likely to do good.
Dr. MORGAN (in reply) said that even on a hot day the boy's hands were cold and " beefy" as if there were vascular changes, such as he did not think occurred in progressive muscular atrophy. If the condition was one of progressive muscular atrophy, it would probably come into the Charcot-Marie-Tooth category, in which there was a definite hereditary factor.
In this case there was no evidence of heredity, and he (Dr. Morgan) had been unable to find nervous changes or lesions in the lower limbs. Right eye shows a coloboma of iris and choroid, and a coloboma of the disc separate from that of the choroid.
Left eye shows a coloboma of iris, choroid and optic disc all continuous, and it is difficult to see where the disc actually is.
The child is myopic, and vision, with correction, is in the right eye and barely 'u in the left.
